Where do people die?
At the beginning of the twentieth century most people died at home. Progessively the proportion has fallen to 23%, and concurrently deaths in institutions have risen to 71%. Fifty four per cent of deaths occur in hospital, 13% in nursing or residential homes, and 4% in hospices. 2 The population is mainly urban (80%), but for people living in the country there is a greater prospect of dying at home, which increases the greater the distance from hospital. 3 The social context for these changes is an aging population, a declining death rate, and an improvement in survival of very old people. Today people expect to die after retirement, and a high proportion of terminally ill people are over 75. 
The Countess Mountbatten House experience
At Countess Mountbatten House, Southampton, a palliative care service for cancer patients is provided within the NHS for a million people in three health districts, and six home care sisters are employed in the care of up to 160 patients in the community. Annual statistics show that in 1982, 35% ofhome care patients were able to die at home. This figure has risen progressively, such that by 1992 it had reached 52%. Also during the period substantial change occurred in the inpatient unit, where over 600 patients are admitted annually to the 25 beds. In 1982, 62% of these patients died and 38% were discharged. In 1992 the discharge rate was 50%. This figure compares favourably with the national median discharge rate of between 30% and 35%.19 20 There are two important reasons why more of these patients can die at home: these are an efficient and effective home care service and charitable funding of a sitting and nursing service. Of the sitting and nursing service, over 90% has been provided at night and almost 70% is by care assistants and auxiliary nurses, the rest being undertaken by trained nurses. Some funding for home nursing is provided by the NHS and Marie Curie Cancer Care, but the charity Friends of Countess Mountbatten House has always given this aspect of terminal care a high priority, and during the past four years the average annual expenditure on this item has been £62 800.
This example shows that a home care service backed by all the resources of a palliative care centre, in conjunction with a sitting service, can enable more dying people to remain at home.
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Government action Radical reforms inevitably create chaos, and it may be up to 10 years before the turbulence in the NHS settles and any assessment can be made of the effects of the changes. No In the new world patient choice is given priority, and with respect to childbirth purchasers should now ensure that home birth is a real option for women who want it.2' So it should be for dying patients who wish to remain at home. Probably greater importance should be given to making choice available for them than for pregnant women. Giving birth is restricted to less than half the population whereas everyone will die. An eleventh right should therefore be added to the patient's charter-namely, to be able to choose the place of death.22
INVEST IN PRIMARY HEALTH CARE
The government is committed to improving quality of life23 and helping people live full and independent lives at home.1A Investing in primary health care is one way to achieve these aims. Action has been taken with respect to London with an investment of £40m to provide better premises and raise the standard of medical and nursing practice. The need to expand the community nursing service was identified. High intensity home care services are to be developed with better respite support.2' The standard of primary health care nationwide varies considerably and investment will also be required outside London. Better primary health care will mean that more people can die at home.
IMPLEMENT "THE PRINCIPLES AND PROVISION OF PAT IATIVE CARE" An important government report on palliative care services was published in 1992.26 This made it clear that they should be readily available to all patients needing them; that they should be provided not only for cancer patients but for all patients with advanced and progressive disease; that they should be developed as part of normal NHS provision and integrated with general practice; that palliative care should be provided individually for patients wherever they are rather than be centred in units; that purchasing authorities should provide a comprehensive service; that palliative care specialists of all disciplines should be available as a source of advice and a resource; and that there should be an expansion of education programmes in palliative care. These are important recommendations which when implemented will enable more people to die at home.
PROVIDE ADEQUATE FUNDING FOR COMMUNITY CARE
The National Health Service and Community Care Act 1990 required that from April 1993 local authorities must carry out assessments of individuals in need. If adequate funding is available there is now an opportunity for initiatives to be taken in designing packages of support for dying people in their own homes.
"In the re-organised Health Service the care of the fatally ill patient as yet falls far short of full integration."7 This statement, published in 1976, remains true. The recent history of mental health is that many psychiatric hospitals have been closed or are closing and, despite problems, more people are being supported in the community. If death is to be domesticated again this challenge of enabling more dying people to remain at home must be accepted and action taken. After all, it is a challenge in which everyone has a vested interest.
